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c. Rate Year - The rate year is the one year period from July 1 through June

30 of the next calendar year during which a particular set of rates is in
effect. It corresponds to the State’s fiscal year.

d. Base Rates - Base rates were established by assigning each facility to a

Capacity/LOC grouping and averaging each facility’s issued rate for July 1,
1987 within that group.

e. Fixed Cost - Interest from line item C-1-17 (Interest (other than capital

assets)) and capital costs from Line C-1-52 (Total Cost related to Capital
Assets) of the cost report.

f. Non-Fixed Cost - All other costs not captured in Fixed Cost above.
Effective for dates of service July 1, 1995 and after, management fees

and central office costs are limited to a combined total of six (6%) per cent
of allowable costs.

909099 g. Base Rate Components - Base rates are the summation of the components
g‘ﬁ E r?—;! o shown below. Each base rate component is intended to reimburse for the
= morw ik : costs indicated by its name. Both cost component amounts are based on
© m B rrrl (Y; averages by facility size grouping and LOC for the base year.

5 @ 1e
\é X t\ o Base Rate Component Economic Adjustment Factor
<l !0 ry Non-Fixed Cost Items CPI - All Items
Wig G‘\ W i3 Fixed Cost None (1)
LV INE i Return on Investment None (2)
oN} |U\
pa ) 191V

l 1) No inflation allowed.
i 2) Adjusted by a return on
- investment (ROI) factor of 5%
>}
3. Cost Reporting Requirements
a. Initial Reporting
The initial cost report must contain costs for a full twelve-month period and
be reported on the State’s fiscal year of July 1 through June 30.
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